DEPARTMENT OF COMMERCE
BUREAU oF THE CENBUB

& ol P‘?

' v
MISSOURI STATE BOARD OF HEALTH

oy STANDARD CERTIFICATE OF DEATH
borw Primaty Registration Distrlet No 05,00 [

9992
v

State File No

Repisirar'a No

Reztltration Dlsf.ril:t ..
1. PLACE OF DEATH:
(¢) County. Adair
{b) City or town.._,.m-_rk.svj.l le

(Ef outaide city or town limiw, write “ARURAL" and name of township)
{¢) Name of hoapita.l or institution:

NERR ¢ 5 | Jth Hospital /
(If oot [n bospital or Institution, write street number or location)
(d) Length of stay: In kospital or [nstituti 7 days(
Specily whether
In this community. Life Y

years, montha or days)

2, USUAL RESIDENCE OF DECEASED:

{a) sme“._]iii,.i.ms....s..?_ll._&‘_i___ — (¥ County. Adair

Kirksville

(If cotlde clty or town limits, write “RURAL™)

_Tourist Hotel

{If rursl, give location)

{¢) City or town

(d) Street No.

(¢) H foreign born, how long in T. 8. A1 Fearn.

o \un!m RESERVED FOR Bmt%vc" .

WRITE PLAINLY—USE UNFADING BLACK INK=~MAKE A PERMANENT RECORD
N. B.—Every item of information should be carefolly supplied. AGE should be stated EXACTLY. PHYSICIANS should state

CAUSE OF DEATH in plain terms, so that it may be properly classified. Exact statement of OCCUPATION is very important.

=P 1 19511

V. 8.0:' 2.
50M-5-17-39
Rev. 5-17-39

MEDICAL CER' ON '
8. PRINT
FoLL nanme... Thomas T Tving e_:D_ELQE\lLLj. ...... 7&1 W
3. (&) If vetersn, 3. (¢} Soclal Becurity 20. DATE OF DEATH:  Month '
. ’ : yw_z_m_hour q mlnut M.
name war. o= No -
21, I hereby certify that I attended the deccued from
6. Coleoror 6. (o} Single, widowed, married, Md it 19% to. 19
s sex Male rce Whi L€ dvorced S AN G R E || o ecaiivoon PN T 1 zp
6. () Nnme of husband or wile. . 6 (¢) Age of husband or wife if |} and that death occurred ox the date nnd hour stated above. D
uration
alive....____years|| Imm te cause of r‘mﬂ'
7. Birth data of decessed June 13 1886 DB AA A . )e ?
(Month) (Day) (Yoar) Cas L
__WH. L '\ 3 -
8. AGE: Years Months Days If lems than one doy Due to . i
53 8 |26 b ain | - :
71 ue to :
9. Birthplace........ e FKBVille ~ MisgoMri ' Atz
{City, town, or county) (3tute or forelgn country)
her conditi
10, Usual oceupation Laborer Other conditlons. ..o .
11. Industry or business Laundry PHYSICIAN
h [ R ajor findinga: — —_
E { 12. Nameq__wgg \'A OI operationa Enderllntl
2 | 18 Birthplace Unknlown _EK_Q.II.L&QKAF_F P :":*3:‘2%::
E 14. Maiden name. Mﬁ?m’ Wéw’i t{ i "‘":"mm Of sutopey :cﬁﬂ:;;-ildyﬂ;
{ 18. Birthplaco E;;&.X.Pjug,) 22. 1f d enth was due to external causes, fill in the following:

(5) Address.

17. (a) i
{Butial, cremstlon, or remaval)

LCapolt 8. 1400 40
) (Day) (Yeaz)

({c) Place: burfal or cremnatio Forrest emete
18. (o) Signature of funeral directoD& V1 8 Fune ra,l Home

() Address Kirksville, Mi
19, (@) ad—1 = #O6 @ |
{Date roceived kecal registear) (Registrar's sigustere)

{a) Accident, micide or homicide (specify).

(&) Date of occurrence.

(¢} Where did injury occur?.
City or wwn) i County)
{d) Did injury occur In or about home, on farm, in ind place, in pnhl.ic placo?

Specify { place)
. (‘c,)'”ﬁem of injury

(Licenscd Embalmer’s Statement on Reverse Side)




L
-
. ’6\% o |
Dl :
. .‘
o
RECE IVED
Digtri '
st ot Heaith Offiger Ne. 10
District Fiiq Numbe;_ 3 - 1.0 - 700
Dote Filed _ MAR% 19@““““
Soen
.I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

T

Registered Apprentice No -

working under my personal supervision.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAND
the above constitutes grounds for revocation of license.) -

. _ 9

STATEMENT BY LICENSED EMBALMER “
v

|

P. O. Addresg,

If this body is not emhbhalmed, sbove space should be left blank. i




